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Abstract
Objective: the present study examined the clinical status of common childhood fears. Method: fears of
the 290 children aged 8 to 13 years were assessed and then their severity was explored by means of a
structured diagnostic interview measuring anxiety disorders according to the criteria of the Diagnostic
and Statistical Manual of Mental Disorders (DSM). Results: childhood fears reflect significant anxiety
disorders in a substantial minority (i.e. 22.8%) of the children. Conclusions: in most children, childhood
fears are part of the normal development. However, in some children, these fears reflect serious anxiety
problems which interfere with daily routine. # 2000 Elsevier Science Ltd. All rights reserved.
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1. Introduction
Survey research indicates that ‘normal’ children and adolescents report a surprisingly large
number of fears. For example, Ollendick, King, and Frary (1989) found an average number of
14 fears reported by American and Australian youths aged 7 to 17 years. There is also good
evidence to suggest that this number is quite similar across dierent nationalities (e.g.
Ollendick, Yang, King, Dong, & Akande, 1996). While the large number of fears among
youths is a well-established fact, it is far from clear how serious these fears are. In the words of
Ollendick and King, 1994, p. 635): ‘‘Do children really worry about that many fears on a
frequent or regular basis? Do they engage in avoidance behaviours to prevent their occurrence?
Do the reported fears interfere with their daily functioning?’’.
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Few studies have addressed these questions. In a study of McCathie and Spence (1991),
children were asked to complete the Fear Survey Schedule for Children (FSSC; Ollendick,
1983), an 80-item self-report questionnaire that measures children’s levels of fear to various
stimuli and situations and the Fear Frequency and Avoidance Survey Schedule for Children
(FFASSC; see McCathie & Spence, 1991). The FFASSC intends to measure the frequency with
which children experience the 80 FSSC fear items in terms of having fearful thoughts and
avoidance behaviour. McCathie and Spence (1991) found a direct link between the most
commonly reported fears on the FSSC and the frequency of fearful thoughts and avoidance
behaviours on the FFASSC: not only did children report to have FSSC defined fears, but they
also indicated that these fears were accompanied by fearful thoughts and avoidance behaviour.
A second study by Ollendick and King (1994) investigated the level of interference associated
with common childhood fears. Children first completed the FSSC and then were asked to
indicate how much these fears prevented them from doing things they would like to do or
things they should do. Results showed that the large majority of children (i.e. more than 60%)
reported that their fears interfered substantially with their daily activities.
Thus, both studies of McCathie and Spence (1991) and Ollendick and King (1994) suggest
that childhood fears are seriously distressing to most children. Still, Ollendick and King (1994)
rightly remarked that in order to get a clear picture of the clinical significance of childhood
fears, their connection to phobias and other anxiety disorders should be examined. The present
study investigated this issue. Fears of primary school children were assessed and then their
severity was explored by means of a structured diagnostic interview measuring anxiety
disorders according to the criteria of the Diagnostic and Statistical Manual of Mental
Disorders (DSM; APA, 1987), i.e. the Anxiety Disorders section of the Diagnostic Interview
Schedule for Children (DISC; NIMH, 1992).
A subsidiary aim of the current study was to examine the validity of the recently introduced
Screen for Child Anxiety Related Emotional Disorders (SCARED; Birmaher et al., 1997;
Muris, Merckelbach, Schmidt & Mayer, 1999). The SCARED claims to be an instrument for
screening anxiety disorders symptoms in children. As the present study assessed DSM-defined
anxiety disorders in children with the DISC, we could validate SCARED scores against
childhood anxiety disorders.
2. Method
2.1. Subjects
Subjects were 290 children (132 boys and 158 girls) that were recruited from four regular
primary schools in Maastricht and Veldhoven, The Netherlands. Mean age of the children was
10.4 years, S.D.=1.2, range 8–13. The schools were selected from various socio-economic areas
to enhance the representativeness of the sample.
2.2. Assessment
The short FSSC lists the 10 top intense childhood fears (e.g. ‘death or dead people’, ‘being hit by
a car or truck’, ‘bombing attacks’, ‘burglar breaking into the house’). Children have to indicate
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their level of fear of these items on a 3-point scale: ‘none’, ‘some’ or ‘a lot’. These are scored 1, 2 and
3, respectively, and then summed to yield a total fear score ranging from 10 to 30.
The SCARED is a 66-item self-report questionnaire measuring anxiety disorders
symptomatology. The SCARED consists of 9 DSM-IV (APA, 1994) linked subscales: panic
disorder symptoms (13 items, e.g. ‘‘When frightened, my heart beats fast’’), generalized anxiety
disorder symptoms (9 items, e.g. ‘‘I worry about things working out for me’’), social phobia
symptoms (4 items, e.g. ‘‘I don’t like to be with people I don’t know’’), separation anxiety
disorder symptoms (12 items, e.g. ‘‘I don’t like being away from my family’’), obsessive–
compulsive disorder symptoms (9 items, e.g. ‘‘I have thoughts that frighten me’’), traumatic
stress disorder symptoms (4 items, e.g. ‘‘I have frightening dreams about a very aversive
experience I once had’’), specific phobia, animal type symptoms (3 items, e.g. ‘‘I am afraid of
an animal that is not really dangerous’’), specific phobia, blood–injection–injury type
symptoms (7 items, e.g. ‘‘I am afraid to go to the dentist’’), and specific phobia,
environmental–situational type symptoms (5 items, e.g. ‘‘I am scared to fly in an airplane’’).
Children have to rate how frequent they have each symptom using a 3-point scale: ‘almost
never’, ‘sometimes’ or ‘often’. These are scored 0, 1 and 2, respectively. SCARED total score
and subscale scores can be obtained by summing relevant items.
The child version of the DISC (version 2.3) is a highly structured lay-administered interview
instrument designed to assess the more common DSM-III-R (APA, 1987) diagnoses of children
and adolescents. Previous research has shown that the instrument possesses adequate test–
retest reliability (Schwab-Stone, Fisher, Piacentini, Shaer, Davies & Briggs, 1993), sucient
interrater reliability (Shaer et al., 1993) and acceptable validity (Piacentini, Shaer, Fisher,
Schwab-Stone, Davies & Gioia, 1993). The Anxiety Disorders section of the DISC was
employed to get a more precise picture of the severity of children’s main fears.
2.3. Procedure
Previous research of our group (Muris, Merckelbach & Collaris, 1997; Muris, Merckelbach,
Meesters & Van Lier, 1998) has shown that the common fears reported by children are a
function of the method used to gather relevant information (see, for a similar finding in adults,
Kirkpatrick, 1984). Therefore, information about fears of children was obtained along two
ways. First, children were simply asked ‘‘What do you fear most?’’ (i.e. free option method).
Second, children were given the short version of the FSSC and asked to mark the item that
they were most afraid of. Children completed the short version of the FSSC and the SCARED
in their classrooms. About one week later, children were interviewed with the DISC by a
trained research assistant. First, their most intense free option fear was addressed, then their
most feared FSSC item was explored. All interviews were carried out by one and the same
research assistant. This person was blind to children’s scores on the FSSC and the SCARED.
The severity of children’s fears was investigated by means of the DISC. Not only specific
phobias were considered, but also other relevant anxiety disorders of which experts had
indicated that they might accompany that particular fear (see, for details, Muris, Merckelbach,
Mayer & Meesters, 1998). That is to say, for each free option or FSSC fear a limited set of
plausible DISC anxiety diagnoses rather than the complete range of anxiety disorders was
checked. For instance, for the FSSC item ‘death or dead people’ the criteria for specific phobia
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(blood–injection–injury type), separation anxiety disorder and generalized anxiety disorder
were assessed. Table 1 shows examples of fear items with corresponding anxiety disorders.
Children who fulfilled the full criteria of that anxiety disorder were defined as ‘clinical’ cases.
Children who had the key symptom of a certain anxiety disorder (described in the DSM as the
essential feature; APA, 1987, 1994; see Spence, 1997 for a comprehensive overview of the key
symptoms of childhood anxiety disorders) but did not meet the full range of diagnostic criteria
for that particular disorder were defined as ‘subclinical’ cases. Alternatively, children who did
not have the key symptom were defined as ‘nonclinical’ cases.
3. Results
3.1. Fear rank orders
Tables 2 and 3 present the fear rank orders obtained by the free option method and the
Table 2
Fear rank order based on the free option method (N= 290)
No. of subjects Percentage of sample
(1) Spiders 34 11.7
(2) Death/accident others 28 9.7
(3) Death/accident self 19 6.6
(4) Being kidnapped 19 6.6
(5) The dark 18 6.2
(6) Burglar breaking into the house 17 5.9
(7) Home alone in the evening 15 5.2
(8) Thunderstorms 12 4.1
(9) Snakes 10 3.4
(10) Frightening movies 10 3.4
Table 1
Examples of fear items with corresponding anxiety disorders
Death/accident self Generalized anxiety disorder; specific phobia: blood–injection–injury type
Getting lost in a strange place Separation anxiety disorder
Bombing attacks: being invaded Generalized anxiety disorder
Spiders Specific phobia: animal type
A burglar breaking into our house Generalized anxiety disorder
Thunderstorms Specific phobia: environmental–situational type
Fire: getting burned Specific phobia: blood–injection–injury type; traumatic stress disorder
Falling from high places Specific phobia: environmental–situational type
Being kidnapped Generalized anxiety disorder; separation anxiety disorder
Germs or getting a serious illness Obsessive–compulsive disorder;
specific phobia: blood–injection–injury type; generalized anxiety disorder
Not being able to breathe Specific phobia: blood–injection–injury type; panic disorder
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short version FSSC. It is worthy of note that the fear rank order obtained by the free option
method was highly similar to that found in other studies employing this method (Muris et al.,
1997, 1998). ‘‘Not being able to breathe’’ was the top intense FSSC fear item, while ‘spiders’
was the most prevalent item in the free option ranking.
3.2. Anxiety symptoms related to children’s main fears
Table 4 shows percentages of children who exhibited DISC anxiety disorder symptoms in
relation to their main fears. As can be seen in the left columns of Table 4, 49.0% of the
children had symptoms of at least 1 anxiety disorder at a subclinical level. Note also that
subclinical symptoms of specific phobia (percentages between 11.7 and 13.4%), generalized
anxiety disorder (14.5%) and separation anxiety disorder (14.8%) were most common.
When applying more stringent criteria (i.e. clinical cases), these percentages were
considerably lower (see right columns of Table 4). Nevertheless, 22.8% of the children fulfilled
the criteria for at least 1 DSM-III-R anxiety disorder. Again, specific phobias (percentages
between 4.5 and 7.9%), generalized anxiety disorder (5.5%) and separation anxiety disorder
(4.8%) were most prevalent.
Table 5 presents the percentages of children who fulfilled the DISC criteria for 0, 1 or
multiple anxiety disorders. As can be seen, most children had either no or only 1 anxiety
disorder. Nevertheless, percentages of children who reported to have multiple anxiety disorders
were 16.9% for the subclinical cases and 7.2% for the clinical cases.
Finally, it should be mentioned that fears obtained with the free option method were more
frequently connected to subclinical and clinical anxiety disorder symptoms than were FSSC
Table 3
FSSC based fear rank order
FSSCa-item No. of subjects who
endorsed this itemb
Percentage
of sample
Percentage of subjects
rating 3 (‘a lot’)
(1) Not being able to breathe 53 18.3 64.8
(2) Burglar breaking into our house 43 14.8 26.6
(3) Bombing attacks/being invaded 30 10.3 58.6
(4) Falling from a high place 30 10.3 50.7
(5) Death/dead people 29 10.0 10.0
(6) Getting lost in a strange place 28 9.7 19.7
(7) Being hit by a car or truck 25 8.6 55.9
(8) Getting a serious illness 22 7.6 43.1
(9) Fire/getting burned 18 6.2 33.1
(10) Spiders 12 4.1 11.4
a FSSC=Fear Survey Schedule for Children.
b Number of subjects who endorsed this item of the short version of the FSSC as their top intense fear.
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Table 4
Percentages of children who exhibited DISC anxiety symptoms in relation to their main fears (N= 290; DISC=Diagnostic Interview Schedule for
Children; FSSC=Fear Survey Schedule for Children)
Subclinical Clinical
Free option methoda FSSC methodb Both methodsc Free option methoda FSSC methodb Both methodsc
DISC symptoms of:
Specific phobia: situational–
environmental
9.0 4.5 11.7 3.4 1.0 4.5
Specific phobia: blood–
injection–injury
3.8 10.7 12.8 2.4 6.6 7.9
Specific phobia: animal 13.1 3.8 13.4 6.9 2.4 7.2
Social phobia 1.0 0.0 1.0 0.3 0.0 0.3
Generalized anxiety
disorder
14.1 13.8 14.5 5.5 5.5 5.5
Separation anxiety disorder 13.8 6.2 14.8 4.8 1.7 4.8
Obsessive–compulsive
disorder
0.3 0.0 0.3 0.0 0.0 0.0
Panic disorder 1.4 1.0 1.7 1.4 1.0 1.7
Symptoms of at least 1
anxiety disorder
45.2 32.8 49.0 20.3 14.3 22.8
a DISC anxiety symptoms in relation to the fear that was identified by means of the free option method.
b DISC anxiety symptoms in relation to the most feared FSSC item.
c DISC anxiety symptoms in relation to both free option and FSSC fears.
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fears. The only exception to this rule were blood–injection–injury phobia symptoms which
were more often found in relation to FSSC fears (see Table 4).
3.3. Relationship between SCARED and DISC anxiety symptoms
Due to the relatively small sample size, the relationship between SCARED and DISC was
only explored for the five most prevalent subclinical anxiety disorder symptoms, i.e. the three
types of specific phobia, generalized anxiety disorder and separation anxiety disorder. First,
Table 5
Percentages of children with 0, 1, 2, 3 or 4 (subclinical) DISC anxiety disorders (N= 290; DISC=Diagnostic
Interview Schedule for Children)
Subclinical Clinical
No anxiety disorder 51.0 77.2
1 anxiety disorder 32.1 15.5
2 anxiety disorders 13.1 5.5
3 anxiety disorders 3.1 1.4
4 anxiety disorders 0.7 0.3
Fig. 1. SCARED subscale scores of children with subclinical anxiety disorder symptoms and children without such
symptoms. Note. SCARED=Screen for Child Anxiety Related Emotional Disorders; BII phobia=blood–injection–
injury phobia.
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analyses of variance with sex and age as covariates (ANCOVAs) were carried out in order to
investigate whether children with subclinical symptoms of a particular anxiety disorder score
significantly higher on the corresponding SCARED subscale than children without such
symptoms. The ANCOVAs revealed that this was the case for all five comparisons (see Fig. 1).
F(1, 286) values were 13.5 (P< 0.001) for animal phobia, 12.6 (P< 0.001) for environmental–
situational phobia, 15.8 (P< 0.001) for separation anxiety disorder, 65.9 (P< 0.001) for
generalized anxiety disorder and 6.6 (P< 0.05) for blood–injection–injury phobia.
Discriminant analyses were carried out to determine cuto scores of the SCARED that
optimally distinguished between children with subclinical anxiety disorder symptoms and
children without such symptoms. Table 6 summarizes the results of these analyses. Not only
optimal SCARED cuto scores are shown, but also their corresponding sensitivity (i.e. the
probability that a person with the condition will be classified by means of the SCARED as
having the condition) and specificity (i.e. the probability that a person without the condition
will be classified as being without the condition).
4. Discussion
Numerous studies have shown that childhood fears are common (see, for a review,
Ollendick, Hagopian & King, 1997). In order to get a more precise picture of the clinical
significance of these fears, the present study investigated whether childhood fears are related to
clinical phobias and other anxiety disorders. Results showed that fears were associated with
subclinical manifestations of anxiety disorders in 49.0% of the children. Moreover, about one
fifth of the children (22.8%) appeared to meet the full criteria of an anxiety disorder. Taken
Table 6
Results of the discriminant analyses: optimal cuto scores, sensitivity, and specificity values for the separate
SCARED scales
Range Optimal cutob Sensitivity (%) Specificity (%)
SCAREDa
Total anxiety symptoms score 0–132 33 68.3 67.6
Specific phobia: situational–environmental 0–10 3 70.6 51.2
Specific phobia: blood–injection–injury 0–14 5 62.2 58.5
Specific phobia: animal 0–6 2 76.9 56.9
Generalized anxiety disorder 0–24 8 72.1 56.3
Separation anxiety disorder 0–18 5 75.4 71.4
a SCARED=Screen for Child Anxiety Related Emotional Disorders; discriminant analyses were only carried out
for the SCARED scales of those anxiety disorders for which a sucient number of children reported (subclinical)
symptoms on the DISC.
b Optimal cuto between children who had at least 1 (subclinical) anxiety disorder and children who had no subcli-
nical anxiety disorder.
P. Muris et al. / Behaviour Research and Therapy 38 (2000) 217–228224
together, the present findings strongly suggest that a considerable number of the childhood
fears qualify for a (subclinical) anxiety disorder.
In line with earlier studies on the prevalence of anxiety disorders, the present investigation
found specific phobias, generalized anxiety disorder and separation anxiety disorder to be the
most prevalent anxiety disorders (e.g. Bell-Dolan, Last & Strauss, 1990; Costello et al., 1996).
Remarkably, the prevalence rate of anxiety disorders in the current study (22.8%) was
somewhat higher than that found in most other community surveys on anxiety disorders in
children (i.e. between 5.7 and 17.7%; see, for a review, Costello & Angold, 1995). With regard
to the high prevalence rate of anxiety disorders in the present study, two remarks are in order.
The first has to do with the procedure followed in the current study. That is, children were
interviewed twice with (some sections of) the DISC (the first time in relation to the fear that
was identified by means of the free option method, the second time in relation to the most
feared FSSC item) and this may have elicited overreporting of anxiety symptoms by the
children. On the other hand, it should be noted that in the present study, for each fear only a
limited set of plausible DISC anxiety diagnoses rather than the complete range of anxiety
disorders was checked. It is possible that some of the fear items were connected to a less
obvious anxiety disorder and that in these cases a diagnosis was missed, resulting in
underreporting of anxiety symptoms. Second, the present data pertain to children aged 8 to 13
years. It cannot be ruled out that other prevalence rates are found in more heterogenous age
samples.
The present data indicate that, in a substantial minority of the children, childhood fears
reflect serious anxiety problems which interfere with children’s daily routine (see, for a similar
conclusion, Ialongo, Edelsohn, Wertkamer-Larsson, Crockett & Kellam, 1995). The question
remains how serious these problems are in the long run. Obviously, prospective, longitudinal
studies are needed to determine the extent to which childhood anxiety disorders are persistent.
Such studies are beginning to emerge. For example, Last, Perrin, Hersen and Kazdin (1996)
followed a group of clinically referred children with anxiety disorders for 3 to 4 years. Results
showed that a high remission rate with more 80% of the children no longer fulfilling the
diagnostic criteria for their initial anxiety disorder. Interestingly, early age of onset and older
age at intake were factors predicting slower recovery. In a epidemiological sample of 9 to 18-
year-old children, Cohen, Cohen and Brook (1993) prospectively investigated the persistence of
childhood psychiatric disorders. Results indicated that overanxious disorder which was the
only anxiety disorder that was examined in this study, was relatively stable. That is, 47% of
the cases were rediagnosed at 21
2 year follow-up. Altogether, available evidence suggests that
although anxiety disorders in many children remit, there is also a considerable proportion of
the youths with continuing anxiety problems.
An obvious limitation of the present study is that it solely relied on children’s self-report of
anxiety disorders. Additional DISC interviews of the parents would have yielded more precise
information about the connection between childhood fears and anxiety disorders.
As for the connection between specific childhood fears and anxiety disorders, two remarks
are in order. To begin with, the current data suggest that the relationship between dominant
childhood fears and anxiety disorders is not very specific. For example, ‘spiders’ is clearly
associated with specific phobia. Yet, ‘germs or getting a serious illness’ may be connected to
blood–injection–injury phobia, generalized anxiety disorder or even obsessive–compulsive
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disorder (see, for a similar conclusion, Last, Francis & Strauss, 1989; Muris et al., 1998). A
second point is that free option fears were more often associated with anxiety disorder
symptoms than FSSC fears. Given the fact that the short version of the FSSC only lists 10 fear
items, this result is hardly surprising. The free option method yields a large number of fears,
thereby enhancing the possibility to detect a related anxiety disorder.
An additional purpose of the present study was concerned with the validity of the SCARED.
Results showed that children with subclinical symptoms of an anxiety disorder scored
significantly higher on the corresponding SCARED subscale than children without such
symptoms. Furthermore, discriminant analyses yielded highly similar findings to those obtained
in a previous study of Birmaher et al. (1997) who examined clinically referred children. That is,
the sensitivity of the SCARED subscales was about 70%, whereas the specificity appeared to
be 50% or higher. Unfortunately, due to the relatively small sample size, the discriminant
analyses could only be carried out for 5 of the 9 SCARED subscales. Clearly, the validity of
the other SCARED subscales warrants further research. But as things stand, the SCARED
seems to be a promising instrument for screening anxiety disorders in children.
4.1. Clinical implications
In conclusion, then, the current investigation demonstrates that childhood fears are not only
frequent, but also reflect significant anxiety disorders in a substantial minority of the 8 to 13-
year-old children. In the light of these findings, there seems to be a need for early intervention
programs for childhood anxiety problems. Dadds, Spence, Holland, Barrett and Laurens
(1997) have already tested such a program. In their study, 128 anxiety disordered children were
assigned to either a 10-week school-based cognitive-behavioral intervention or to a no-
intervention control group. Both groups were found to improve from pre- to post assessment.
However, at 6 months follow-up, the improvement only maintained in the intervention group.
That is, in this group, the rate of existing anxiety disorders was reduced, and the onset of new
anxiety disorders was prevented. These results indicate that anxiety problems and disorders in
children can be successfully treated through an early intervention school-based program.
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